Introduction: Pyoderma gangrenosum is a rare cause of ulceration that may be confused with post-operative wound infection. Report: A 74-year-old man presented with a painful ulcer after long saphenous vein harvesting. On examination, a 7 Â 5 cm ulcer was noted overlying the distal end of the wound. The ulcer had a patchy necrotic base and welldemarcated violet edges with surrounding erythematous, indurated skin. Review of the clinical history revealed previous delayed wound healing. The diagnosis of pyoderma gangrenosum was confirmed by histological analysis. Discussion: This case highlights the importance of the pre-operative medical history in identifying patients at risk of pyoderma gangrenosum. Ó
INTRODUCTION
Pyoderma gangrenosum is a rare cause of ulceration whose aetiology is poorly understood. Classically it presents with one or more painful ulcers in the lower leg with violet coloured undermined edges. In the post-operative patient it may be easily confused with wound infection. We present a case of pyoderma gangrenosum occurring after saphenous vein harvesting.
CASE REPORT
A 74-year-old man presented with a painful left leg ulcer 48 hours after open harvesting of the left long saphenous vein during cardiac surgery. The vein harvest site showed no immediate sign of breakdown. Medical history included diabetes mellitus, hypertension, ischemic cardiomyopathy, and previous peptic ulcer, and medication included Novorapid, Novomix, Aldactone, Lopresor, Cardioaspirin, and Lasix.
Within 1 week of the procedure, the lesion now overlying the distal end of the left saphenous vein-harvesting site measured 7 Â 5 cm. The ulcer had a patchy necrotic base and well-demarcated violet-coloured edges with surrounding erythematous, indurated skin (Fig. 1) . Serology revealed an elevated white cell count of 31.0 Â 10 9 /L and C-reactive protein of 244 mg/dL. A swab was taken, and a biopsy of the lesion was obtained for histological analysis. On microscopy, the specimen showed a dense infiltration of neutrophils and mononuclear cells in the lower dermis and subcutaneous tissues (Fig. 2) , suggestive of pyoderma gangrenosum. There was no evidence of infection from wound swab culture.
Given the histological findings the case history was reviewed in detail, revealing slow wound healing following previous excisions of two benign nevi. The diagnosis of pyoderma gangrenosum was confirmed, and treatment with oral methylprednisolone (16 mg once daily) commenced immediately. Within 48 hours there was significant clinical improvement. Oral steroid therapy was gradually withdrawn and a 14-day course of topical steroid cream (clobetasol propionate 0.05%) resulted in complete resolution of the lesion without the need for skin grafting.
DISCUSSION
Pyoderma gangrenosum is a rare, ulcerative skin lesion with a progressive disruptive clinical course. It is most frequently seen between the second and fifth decade but can present at any age. The pathophysiology of the disease is poorly understood but is thought to be immune-mediated secondary to neutrophil dysfunction. Pyoderma gangrenosum is therefore classified as one of the neutrophilic dermatoses. 1 Ulcerative pyoderma gangrenosum is the most common variant of the disease and is characterized by a painful and rapidly progressing necrotic ulcer with bluish irregular edges and patchy areas of granulation tissue. Lymphadenopathy is usually absent and the mucous membranes are rarely affected. The clinical presentation of pyoderma gangrenosum can resemble necrotizing bacterial infections; however, in pyoderma gangrenosum bacterial cultures are often negative and the lesion will not respond to systemic antibiotic therapy. The cyanotic borders of the lesion are the result of hypoxia induced by vascular oedema. Healing is slow and progresses centrally from the wound edge, leading to an atrophic, cribriform, pigmented scar. 2 Up to 50e70% of cases have been associated with systemic disorders, including inflammatory bowel diseases, rheumatoid arthritis and hematologic disorders such as acute myeloblastic leukaemia, myelodysplastic syndrome, "hairy cell" leukaemia, myelofibrosis, and IgA monoclonal gammopathy. 1 Our patient did not present with any of the comorbidities classically associated with pyoderma gangrenosum.
In the present report, the lesion was temporally related to surgical intervention, suggesting a pathergy reaction as the triggering factor. Pyoderma gangrenosum has been described following a number of surgical interventions including pacemaker implantation, caesarean delivery and breast surgery. 3 Pyoderma gangrenosum should therefore be considered as a differential diagnosis for post-operative wound infection. In this case a detailed review of the case history revealed a background of delayed wouldhealing process after two previous benign nevus excisions.
Pyoderma gangrenosum following harvesting of the long saphenous vein has been reported previously, but remains an extremely rare condition. 4 As in this case, individuals at risk of developing a pathergy reaction can be identified by obtaining a detailed medical history. Early diagnosis of pyoderma gangrenosum is essential in order to avoid significant morbidity. It is of particular importance to differentiate pyoderma gangrenosum from diabetic foot ulcer as surgical debridement will exacerbate the condition. 5 In conclusion, the case described highlights the importance of an accurate medical history before undergoing surgical procedures in order to identify patients at risk of pyoderma gangrenosum secondary to pathergy reaction. 
